MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH BEE3<033516

DEPARTMENT OF PUBLIC HEALTH AND WELF 8 '1003 R STATE FILC omnER
DO NOT WRITE AMENDED se_gi'n:alnon Dmrlct Nn - - > = ..Primsry Registration Dlnri:l . __,g,gmur s-No. ___813 ;j i -

ON THIS STUB i r1 I_El_l Ol;l' U W N
1. PLACE OF DEATH . 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before

s. COUNTY 3. STATE /14 5 b. COUNTY admission}
b. CC')II.IY {If outside corpogate limits, giva TOWNSHIP oniy]‘ I.engﬂ:l of stay in 1b c. CITY Inside Limits

158 Adays ) 'OWN Sf— ZI’ ) / < Yesx] No O

<. FULL NAME QF (If NOT in ho¥pita!, give loclr on tnside Limits . STREET f cutside, locati i
HOSPITAL OR { o ion} i (If cutside, give location) Reside on Farm

INSTITUTION, iy ) s /Y3 vemq o W Férris Yes J Ne X
3. NAME OF DECEASED j ‘ Middle — ‘ T4 DATE Month “Day Year
{Type or, prirt} é/ ’ : . D?:m 9 . 1l 63 .
5. SEX & COLOR OR ‘RACE 7. Marisd [1  Mever Maoffied ‘[] [8. DATE OF BII! W | 7. AGE (last birthday) | IF UNDER | YEAR IF UNDER 24 HR_

LEpaplE | WHTE | Vool OB 7,?/ A 8O o] Sen [Heun | bt

:H]
10a. USUAL OCCUPATION (Give kind'of work dons | 10b. KIND OF BUSINESS.OR INDUSTRY lRThFL'ACv-iCrry and state or tountry) | 12. CITIZEN OF WHAT COUNTRY

VS 300
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'ATE AMENDED

during maﬂaﬁgk’ényffé-n"ﬁ ratired) . mmm L/S A

13a. FATHER'S NAME 13b. MOTHER'S MAlDEN | NAME 14. NAME OF HUSBAND OR WIFE

- R I B
orn W Z“Zg'g:;q Julid-Stémdemann Georse
15. WAS DECEASED EVER IN U.5. ARMED FORCES 16 SOCIAL SECURITY NO. 7. INFORMANT Address

(Ye:,noom unl:nown)l (If yes, give war or dates off William 01arka ’mls I ! dell Blvd.

18. CAUSE OFPDEA'I'H (Enter only one causa pal e or gy o ene o INTERVAL BETWEEN

ART I. DEATH WAS CAUSED BY: QNSET AND DEATH
IMMEDIATE CAUSE (a) 4&4}25 W T o YRy

DOCUMENT

Cnnditio;l:, if.eny,] DUE TO (b) . A0 Fwve yt%

which gave rise to

sbove “cauie ~al- o LR 0

lying cause last. . OUE TO (e)

PART |I. OTHER SIGNIFICANT CONDlTIONS CONTRIBUTING TO DEATH but not rslated 1o the terminal PART 111, 1f  deceasad was femalo was
disesye condition given in PART | (a) » there a pregnency in last %0 days.

- ANVEURYSM oF THORACic AVD ABDOMINAL 404;»,4 7" [0 ver | M Ne | O Unkoown

19. WAS AUTOPSY | 202 ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY CCCURRED.- [Emer nature of injury in PART { or PART |I of item 18.)
PERFORMED ) 0 ] a
YES[] NO

20c. TIME OF  Houl - Manth, Day, Yeor |
(NJURY . sam., & =

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF
MEDICAL CERYTIFICATION

p.m.

~OR LGCATION
L RY CURRED 20g PLACE OF INJURY [e.g., in or sbout home, | 20f. CITY, TOWP!, OR !.OCATIO
20 wFIIPLE A?'CWORK O farm, factory, street, office bidg., etc.) s

NOT WHILE AT WORK [] .

a1 ded the d d_from. 5"27"63 o, 9-1-63 and [ast saw R‘e;' slive on g "/4" 3

" Duath ' 3 : i .stated.
Death occurrad at 6 00 ALY, _#A,m on the date stated sbove, and to the best of my knowledge, from the causes:state

‘2;.  SIGNATURE I'Jegree ar mle) L 22k ADDRESS 22c. DATE 5IGNED

AL 5‘ 00 Arsenal Jtree - |9-/-£3

23s. BURIAL, CREMATION, | 23b. DATE 8 NANE OF CEMETERY OR CREMATORY 23d. LOCATION (City, tawn, or county} - (State)
Removal 9-lg =63 StsFerdinand C ry
724, FUNERAL DIRECTOR ADDRESS oL&'v DAT§IEC5 BY. LOCAL REG.

Albers H.Hoppe,Ino.,L?OO Washingt J 1963
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USE BLACK INK
OR
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TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF,

TTEM NO.

-
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STAYEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by : - Student Embalmer No,

working under my personal supervision. A B . .
Student ] Signed %ﬁb—m 2‘ w‘g"/
Signature of Student Embelmer
Licensed Embalmer No. 9"0 K9 bl

.~ P.O. Address W

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his. OWN HANDWRITING (Failure to comply
with the abové: constitutes grounds for revocation of license). 3

If embalmed by a STUDENT, he also shall sign in his OWN handwrmng

If this body is nét embalmed, fact should be so stated above. e

. .

AR AL I T




